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Appraisal Clinimetrics
The Dix-Hallpike Test
Description
The Dix-Hallpike Test (DHT) is considered the gold 
standard assessment for the diagnosis of the vestibular 
disorder Benign Paroxysmal Positional Vertigo (BPPV). 
BPPV is described as a ‘spinning’ sensation caused by head 
movement that typically lasts for 15 seconds and may be 
accompanied by nausea. Individuals classically describe 
these symptoms when turning over in bed but they may 
also occur when bending down or looking up (Noda et al 
2011). BPPV occurs when free-ﬂoating debris enters one of 
the semicircular canals causing the endolymph to become 
gravity sensitive resulting in abnormal displacement of the 
cupula and consequential neural ﬁring (Brandt & Steddin 
1993). BPPV may be associated with head injuries and 
various inner ear problems, however in many cases the 
cause is idiopathic, occurring at any age but most commonly 
between 50 and 70 years (Hornibrook 2011). The DHT 
should be used following a subjective assessment to conﬁrm 
a diagnosis of BPPV.
The DHT (Dix & Hallpike 1952) consists of a series of head 
movements conducted in order to stimulate the movement 
of the debris in the posterior semicircular canal which is 
responsible for symptoms in 90% of cases (Stavros et 
al 2002). The test can be carried out by any healthcare 
professional with knowledge of the vestibular system. The 
patient starts in a sitting position and their head is turned 
45° towards the side to be tested. The assessor then assists 
them to lie down quickly and extends their neck 20° over 
the end of the plinth, maintaining 45° rotation. The assessor 
should be able to see the patient’s eyes and should observe 
for nystagmus.
A positive response is elicited if rotational nystagmus 
is noted. The nystagmus will have a delayed onset of 
approximately 1–2 seconds following movement and it 
should subside after 10–20 seconds (Furman & Cass 1999). 
The direction of nystagmus will reverse on returning to a 
seated position and it will fatigue on repeated testing.
If the test has a negative outcome it is advised to re-test 
on a subsequent visit to avoid a false-negative result as 
the accuracy of the test may be affected by the speed 
of the movement and the angle of the head. This maybe 
particularly apparent if the individual is resistant to 
movement due to the anticipation of vertigo and nausea. 
If an individual’s history is consistent with BPPV and the 
DHT is negative, the Supine Roll Test should be performed 
to investigate the involvement of the horizontal semicircular 
canal (Bhattacharyya et al 2008). This may be the cause in 
8% of BPPV cases (Stavros et al 2002).
Belafsky et al (2005) suggest that the DHT is highly speciﬁc; 
however, its sensitivity is unknown.
Commentary
An Australian study of 2751 participants found that 
individuals with vestibular-dizziness reported notably 
higher emotional and functional scores, as assessed by the 
Dizziness Handicap Inventory compared to non-vestibular 
participants. The authors concluded that vestibular vertigo 
contributes to increased emotional distress and activity 
limitation therefore reducing quality of life for these 
individuals (Gopinath et al 2009).
As the DHT requires a good range of movement it may 
not be suitable for use on individuals with certain neck 
pathologies. Absolute contra-indications include cervical 
instability, cervical disc prolapse, acute neck trauma and 
circulatory problems like VBI and carotid sinus syncope. 
However the challenge for the clinician is to determine 
what constitutes a relative contra-indication in each case. 
Humphriss et al (2003) suggest a brief assessment of neck 
movements into rotation and extension and seeing if the 
position can be comfortably maintained for 30 seconds 
before conducting the DHT. If neck movement is limited 
or painful, the Side Lying Test may be a suitable alternative 
(Humphriss et al 2003).
The beneﬁt of the DHT is that it is a simple assessment 
that can be conducted in a few minutes with minimal 
equipment and will deﬁnitively determine the presence of 
BPPV. Following a positive response, BPPV may be treated 
with the Epley Manoeuvre which, in most cases, provides 
instantaneous relief from BPPV symptoms and their 
associated impact on an individual’s life (Von Brevern et 
al 2003).
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